a!, 1996) and patients were asked to complete the Medical Outcomes Trust Short Form 36 health questionnaire (SF36, Australian Acute Version) (Ware et a!, 1993) within 48 hours of admission. The final version of the HoNOS remains very close in structure to the version used in the present study. Patients were again measured on the HoNOS and SF36 within 48 hours of discharge or after SO days of hospitalisation. Where possible, the two HoNOS ratings were completed by the same clinician. Patients were assigned to one of 13 psychia try and drug and alcohol DRGs (Common wealth Department of Human Services and Health, 1994) on the basis of the clinical diagnosis. A second DRG was assigned to patients with a comorbid disorder. Age, gender, length of stay (occupied bed-days) and readmission within the census period were also recorded.
Statistical procedures
A mean of the completed HoNOS items was computed if six or more of the first 11 items were assigned a valid rating. 
Method Upto lOOin-patients admitted consecutivelyto eachhospital (1359in all)
were assigned to a Diagnosis-Related
Group (DRG), rated on the Health of the

Nation Outcome Scales (HoNOS) and asked to complete the Medical Outcomes
Trust Short Form 36 (5F36).These scales
were administered again at discharge.
Demographic information and length of stay were alsorecorded. Disability was measuredby scoreson the HoNOS and SF36at admission,andoutcome was as sessedby the changein scoresbetween admission and discharge.
Results The publichospitals treated
significantly more patients with schizophreniaandfewer with affective disorders, and their case load on admission was more disabled,on the whole, than that ofthe private hospitals.They achieved the sameoutcome or healthgainasthe private hospitals,but neededa shorter length of stay to do so.The addition of disability scoresto DRGmoderately increasedthe ability to predict length of stay.
Conclusions Routineoutcomeassess ment usingreliableandvalidinstruments is
practical, and couldleadto improvements in the quality ofcare for psychiatric patients.
The majority of Australian public and private health care payers have signalled their intentions to introduce case-mix-and outcomes-based funding to psychiatric care. Case-mix-based funding pays health services for each patient they treat. As the costs of treatment vary between diagnoses, patients are classified into Diagnosis-Related Groups (DRGs) and the service is paid an amount which reflects the average cost of such patients. Outcome-based funding requires that health services demonstrate improve ments in the health of their patients as a result of treatment. Services with poor outcomes will receive less funding. The above policy statements have produced a climate of uncertainty among mental health professionals, few of whom have experience with outcome measurement. All are con cerned about how their service will perform under the new arrangements.
Outcome measurement is not new. Most clinical research projects measure the out comes of competing treatments. â€˜¿ Routine' outcome measurement differs in that it measures the outcome of individual patient care and, by aggregation, the outcomes of competing health services. The first chal lenge of routine outcome measurement is to measure effectiveness as a routine, using clinical staff and very brief, broad instru ments which are not diagnosis-specific. The second challenge is to use the results to improve treatment. We are not aware of any mental health service which currently allo cates funds to component units on the basis of patient load and outcome. The prospect of funding being contingent on load and outcome made it timely to form a syndicate of hospitals to fund this study.
METHOD
For each hospital, consecutive admissions who stayed overnight or longer (mean n of admissions=75.S, range 37â€"100,total for all hospitals=1359) were rated by a clinician types and is presented in Fig. 1 eta!, 1994) . The purpose of data analysis was two fold: first, to describe the differences in case mix, disability, outcome and length of stay between the three types of acute in-patient psychiatic units in Australia (general hospi tals, psychiatric hospitals, and private hos pitals). These differences were analysed using contrasts in which the general hospi tals were first compared with the psychiatric hospitals, and then the general and psychia tic hospitals combined were compared with the private hospitals (the public v. private hospital contrast). The second objective was to compare individual hospitals within the three hospital groups. This was achieved by using a set of deviation contrasts in which each hospital was compared with the hospital with the median score in their group. All disability and outcome data comparisons were analysed using repeated measures MANOVAs with age, gender, primary diagnosis and secondary diagnosis as covariates. Comorbidity status was in cluded as part of the secondary diagnosis classification. Bonferroni corrections were used to take into account multiple compar isons. Case-mix comparisons were analysed by means of planned logâ€"linearcontrasts (Hall & Bird, 1986 ). In research involving psychiatric DRGs, data used to calculate length of stay were often â€˜¿ trimmed'. Rather than exclude patients with long lengths of stay from the dataset, we used a Cox regression procedure (Collett, 1994) to detect differences in length of stay. This procedure statistically adjusts for lengths of stay which may be â€˜¿ right censored'. A two step Cox regression was employed to test whether the HoNOS items, when added to DRG and demographic information, im proved the predictability of length of stay.
RESULTS
Data collection
The figures for recruitment and data collec tion are displayed in Table 1 . The comple tion rates for diagnosis and for the HoNOS, both on admission and discharge, were high, whereas completion rates for the SF36 were low. On admission, 10% of patients did not complete enough items in the SF36 for both principal component scores to be obtained, 11% refused to complete it, 7% were judged by their clinician to be too ill or unable to complete it, other reasons were given for a further 3%, and no reason was given for failure to collect the data in 8% of cases. Reasons for failure to collect data at discharge were: incomplete 9%, refusal 13%, too ill 4%, other 12%, no reason 17%. Because of the low rate of completion, the SF36 data represent a biased sample, and therefore, further analysis was confined to the HoNOS data.
Age and gender
The mean age (range) in the general, psychiatric and private hospitals was 37 (15â€"90), 36 (15â€"78) and 46 (15â€"86) 
Disability, outcome and length of stay
Disability, outcome and length of stay data for each type of hospital, and for each diagnosis in each type, are presented in Tables 2 and 3 , respectively. A high score on the HoNOS corresponds to poor func tioning. All outcomes are expressed in effect sizes; a large, positive effect size indicates a good outcome.
Disability
Disability levels on admission were similar in the general hospital and psychiatric hospital units (t=â€"0.95, P>0.OS), but the private hospital patients were significantly less disabled than the public hospital patients (t= â€"¿ 8.70, P < 0.01 ). Significant variation was also evident within each hospital group. The patients in two general hospitals, three psychiatric hospitals and two private hospitals had disability levels significantly different from the median hospital for their group (P < 0.05). Patients who were readmitted during the census period were rated as more disabled at the first discharge than were patients not read mitted (F=4.23, P<0.05).
Outcome
The three types of hospital showed equiva lent outcomes, as measured by changes in HoNOS scores(F=1.65,P>0.05). One psychiatric and one private hospital had outcomes which were significantly better than the hospital with the median outcome for their group (P < 0.05).
Length of stay
The mean lengths of stay in the general and psychiatric hospitals were similar (x@=2.43, P > 0.05) whereas the length of stay in private hospitals exceeded that of the public hospitals (@=20.78, P<0.01). Four of the general and two of the private hospitals had lengths of stay significantly different to their group means (P < 0.05).
Predicting length of stay
Certain primary DRGs (@@=68.B1,P < 0.01; see 
DISCUSSION
There was a significant drop in HoNOS scores during admission to acute psychiatric units, whether these were in general hospi tals, in stand-alone psychiatric hospitals or in private psychiatric hospitals. This trial has identified significant differences be tween the three types of hospitals. Disability levels on admission to the private hospitals were two-thirds of a standard deviation lower than those for the public hospitals, and the average length of stay of private hospital patients was one-third longer than that of public hospital patients (Table 2 ). There was also significant variation in the DRGs treated by each type of hospital (Fig.  1) . However, the variation in diagnostic mix does not account for the differences in disability, outcomes and length of stay observed between and within the hospital groups. We controlled for variation attribu table to diagnosis, age and gender by including these variables as covariates in all our analyses.
The general and psychiatric hospital groups in this study showed no differences in disability levels or length of stay. This finding matches those of other investiga tions, which have indicated that public sector acute units, whether in general or psychiatric hospitals, are providing a similar service to similar patient groups (Roberts, 1994) . Within each hospital group, how ever, there was considerable variation, with 83% of hospitals having either case-mix, disability, length of stay, outcome, or some combination of these data significantly different to the mean values for the group. The individual hospitals were very interested to compare their data with the group data. To determine whether the scores obtained for each hospital group are representative of the whole population of Australian hospi tals, we examined the Hoult & Burchmore (1994) rating of public sector hospitals and could see no obvious bias in terms of known â€˜¿ better' hospitals joining the syndicate (similar data are not available for the private hospitals). Whether our values for disability, outcome, diagnosis and length of stay are representative remains to be demonstrated.
Diagnostic group, hospital type and age were predictive of length of stay. Of the 13 DRGs, patients with eating and obsessive compulsive disorders, schizophrenia and the anxiety and major affective disorders had longer lengths of stay. Shorter admissions were associated with alcohol and drug disorders. Longer lengths of stay were also associated with age of patient and with private (rather than public) hospitals. Con trary to our expectations, neither secondary DRG (which included comorbidity status) or gender were predictive of length of stay. Five items from the HoNOS, when added to DRG classification, significantly increased the predictability of length of stay. Housing problems, mood disturbance and poor global functioning were associated with an increased length of stay, whereas aggressive behaviour and self-harm/suicidal ideation were associated with shorter lengths of stay.
Feasibility
It proved to be not feasible to use the SF36 for routine outcome assessment in the acute in-patient setting. Too many patients did not complete enough of the scale for it to be scored, or refused to complete it, or were incapable of doing so, or were simply not given the scale because of work pressures on the ward. The HoNOS was considered more appropriate for routine use. It was sensitive to the changes in disability over time, and was sensitive enough to detect differences between patients, diagnostic groups, hospi tals and hospital types. While the predictive value of the discharge HoNOS ratings was not directly tested, patients who were re admitted during this study rated higher at the initial discharge than those not re admitted. Continuity of care across hospital and community services will be greatly enhanced by such information.
Maximising validity
There are two reasons why it may not be justifiable to generalise these results. Clin icians tend to rate their patients with reference to the â€˜¿ average' patient they see, rather than the average patient in the relevant population. This â€˜¿ anchor point effect' tends to reduce the size of any differences in disability and outcome ob served between groups of raters, and so the size of the differences found in this study may underestimate the actual differences. We trained every clinician who used the HoNOS to minimise this anchor point effect. If the distribution of scarce health care resources is to be in part based on disability and outcome measurement, some clinicians may tend to portray their patients as more disabled, and the outcomes which they, the clinicians, bring about, as greater, than those of their competitors. These â€˜¿ gaming' incentives were minimised in this study, since clinicians knew that this census would not affect funding of their hospital and that data from each hospital would remain confidential. The problems of the anchor point effect and gaming by users of clinician-rated scales in outcome measure ment can be resolved either by employing an independent rater to calibrate clinical rat ings, or by giving the patients a self-report measure to complete. The self-report data can then be used to calibrate the ratings of the clinicians in different groups and cen tres. The patient questionnaire used in this study (SF36) did not prove practical with acutely disturbed patients, and we now regret not using the BASIS (Eisen et a!, 1994) which was specifically designed for this milieu.
CONCLUSIONS
This study provided each of the 18 hospitals with detailed analyses of how they com pared with other hospitals of their type, in terms of overall outcome, and by diagnostic group. The hospitals are reviewing their treatment and management plans in the light of this information. Clearly, the routine measurement of patient outcome is practi cal. The results can inform clinical practice and contribute to the prediction of length of stay. Measurements of DRGs and outcome do not mean that treatment, care and compassion will be sacrificed in the name of efficiency. Properly introduced and ad ministered, DRGs and routine outcome measurement should encourage efficiency, and facilitate better treatment.
